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Disclaimer |
F 278 | 483.20(d), 483.20(k)(1) DEVELOP F279 iulbmifsi:n of this l;:slpgn;c‘and plan (t)sf co:;::c[ti;:;: is not
€gal admission thal deliciency exists or tha 15
8S=D COMPREHENSIVE CARE PLANS Statement of:d::ﬁcicncies was correctly cited, and is
Al tto b d as an admission of interest
A facility must use the results of the agsessment :\g:?n:f i r;ﬁ?ri;s L;u: E:sccﬂ;iiengfégrc?o;na:ts
to develop, review and revise the resident's Employees, agents or other individuals who draft or may
comprehensive plan of care. Be discussed in this response and plan of correction.
In addition, preparation and submission of this plan
The facility must develop a con prehensive care Ofcorrcclioggsges not constitute an admission of?
plan for each resident that includes measurable %grr:;:“;ﬁ;:fui?gn?:ﬁ '3,3‘?fi‘-.'é'éﬁﬁ?&i"é;‘&“l‘“
objectives and timetables to meet a resident's Survey agency. Accordingly, the facility has prepared
medical, nursing, and mental and’ psychosocial And submitted this plan of correction prior to the resolution
needs that are identified in the comprehensive Of any appeal which may be filed solely because of the
Requirements under state and federal law that mandate
BESESERMIL Submission ol: a plan of correction within (10) ten days
. _ Of the survey as a condition to participate in Title 18 and
The care plan must describe the services that are Title 1;:rr‘:agr¢ms, The submistion of the plan of
to be fumished to attain or maintain the resident's Correction within this time frame should in no way be
highest practicabla physlea!, mental, and Considered 01% construed as agreement with the allegations
Of non-compliance or admissions by the facility. This plan
| gggsm; o weﬂ-behgany b Nb:: tl;’agtuimd uﬁgmﬂ of correction is submitted s the facility’s credible
| be required under §483.25 but a're" Di.llnd ot provided allegation of compliance.
‘ due to the resident’s exercise of rights under
1 §483.10, including the right to refuse treatment
under §483.10(b)(4). i |
i
!
i ghfs REQUIREMENT s not met as evidenced ‘
y: |
| Based on medical record review, obsarvation,
and interview, the facility failed to update the care
plan for two residents (#13, # 14) of twenty-four
residents reviewed.
The findings Included:
Resident #13 was admitted to the facility on July
12, 2007, with diagnoses including Alzheimer's
Dementia, Arthritis, Cardiomegaly, Psychotic
Disorder and Heart Failure.
N A o -
LABORATORY D!f&roammmumm REPRESENTATIVE'S SIGNATURE - | TME ) DA
W Execunue Dieecioe  fis|it

Any deficlency statement
other safeguards provide
following the date of survey whethe:
days following the date these d

sufficient

program participation,
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protection to the patients. (See insinsttions.) Except for nursing homas, the findings stated above ara discicseble 80 days
r or not & plan of cormaction  provided. For nursing homes, the
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F 279 Continued From page 1 F 278 I279 ‘
i Medical record review of the MDS (MinImum Data Resident #13 care plan was updated
| Set} dated June 4, 2011, revealed the resident to reflect current use of tray with geri
| had severe cognitive impairment and required chair. Rcsid!em #14 care plan was
assistance of one to two people for all activities of pgated p eticcrsplmt and ourent
| daily living, S?I]fj exercise ?;ggra_m b);a IQT con]s;snng
of Director of Nursing, Assistant Director
Medical record review of the Plan of Care dated oprrsing._lActivities pirectar. Social
Feoruary 16 2011, mealodnodooumentaonor| | SLISUISE I
e i iy y
use of a Geri chair with an attached tray table, therapy for continued appropriateness
?bsewaiza Izag on June 27, 2011, at 2:30 p.m,, and Ommmm| g
une 28, 2011, at 10:45 a.m. and 2:30 p-m,, Facilit i i i isti
. LI, y recognizes residents with assistive
wﬂ?ﬂ%ﬁ?ﬂnﬁﬁo}%{ts Glﬂaﬂ 'c“hair with devices have potential to be affected .
Tesiaent. Audits of cyrrent residents will be done
Observation revealed no obserations of meal identify assisti i i
’ 1 g to identify assistive devices care plan will
being sarved or activities taking place. be updated {o reflect care by IDT consisting
. of Director of Nursing, Assistant Director
Interviaw with the Assistant Director of Nursing of Nursing, Activities Director, Social
Services, on June 28, 2011, at 9:10 a.m.. inthe Services Director, Registered Nurse and
Advgncgg #‘bmmmera Care Unit nursing station therapy.
confirm @ care plan was not updated to
Include the use of the attached ﬂ-gg table as an Education will be done with nursing staff
intervention, who develop and update care plans on
i identifying proper interventions for
! : residents with assistvie devices by
| Residont #14 was admitted to the facility on RN Clinee] Lonailtant
| Saptember 12, 2008, with diagnoses inchuding - ‘
Multiple Sclerosis and Left Sided Hemlplegla. Monitoring charcflans ?gdatcs w:!l be
Medical record review of the Minimum Data Set tthug,h aud 1 of ]0./“ of residents with
(MDS) dated March 5, 2011 led the assistive devices will be conducted
i s s revea weekly x 4 then monthly x 2 by IDT
! Ofmbmt has range of mation (ROM) impairment consisting of Director of Nursing,
oth upper and lower extremities bilaterally. Assistant Director of Nursing,
Activities Director, Social Services
Review of an al Thempy Screenlng Director, chistcrcd Nurse. Any
dated June 14, 2011, revealed "...has left resting concerns will be reported and
hand splint..." discussed in QAA. 71511
Medical record review of the Nursihg Care Plan
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F 279 | Continued From page 2 F 279

dated January 15, 2011, and updated on June 7, |
2011, revealed no specific interventions for the
resident's impaired range of motion and no '
i Interventions regarding the resident's hand splint I
| or exercise bands. |
]
| Observation on June 28, 2011, at 3:00 p.m.,
revealed the resident lying in bed with a splint to
the Jeft hand and forearm and exercise bands
} attached to the side-rails, |
' Interview with the resident on June 28, 2011, at '
- | 3:00 p.m., in the resident's room confirmed the '

| resident has Mutltiple Sclerosis and Left Sided
i Hemiplegia with impaired strength and ROM in
both upper and lower extremities,

interview with the Rehabilitation Director on June
28, 2011, at 3:15 p.m.. in the facllity's conference
room revealed the resident was not recelving any
therapy or restorative nursing eervices currently.
Further interview revealed the resident has a
self-exercise program that the resident performed
with thera-bands on the bed ralls. Interview with
the Rehabilitation Director confirmed the resident

did wear a hand splint to prevent contractures of
the left hand.

Interview with the Interim Director of Nursing
(DON), on June 29, 2011, at 8:45 a.m., in the
DON's office, confirmed the care plan did not

i address the resident's hand splint or self exercise
' program.

F 371} 483.35(i) FOOD PROCURE, F 371
$5=F | STORE/PREPARE/SERVE - SANITARY

| The faclity must -
i (1) Procure food from sources approved or
]
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1 DEFICIENCY):
; :
F 371 | Continued From page 3 F 371
considered satisfactory by Federal, State or local
authorities; and
(2) Store, prepare, distribute and serve foed |
under sanitary conditions
|
F 371
Corrective Actions for Targeted

3&3 REQUIREMENT is not met as evidenced
Based on observation of the serving fine and

Interview during the preparation of the lunch meal
| On June 27, 2011, the facllity failed to maintain an
j @cceptable food temperatura for two of four foods
|

The findings included:

. Observation of the serving lina at 12:35 p.m., on
} June 27, 2011, revealed the following:

i

! 1) The sarving line had begun plating food at

; 12:15 p.m., food trays had been served to two

| RUrsing units, and about twenty residents were

| presently eating in the main dining room.

;2} Observations included the puread and
chopped chicken being served.

3) After calibrating a thermometer, the assistant

dietary manager took temperatures of the chicken

breast, baked beans, chopped chicken and

pureed chicken. |

4) The pureed chicken temperature measured

122 degrees and was pulied from the sesving line.

5) The chopped chicken temperature measured

| 134 degrees and was pulled from the serving line.

]

Residents:
A limited number of individuals were
affected by the deficient practice. Food
was immédiateiy removed from the steam
table and replaced. Pureed and Ground
meats wa;re replaced on the steam table
at the corTect holding temperature.
Identification of Other Residents with
Potential to Be Affected:
All residents have a potential to be
affected by this practice,
S!sternic| Changes:

|

Vents were closed over the steam table
New steam table will be purchased. Bids
being obtained.

In-ser\.rice':I
Departmelnt Manager with all dietary
employees on June 28, 2011. In-service
completed on temperature policy, how to
read a 1hbrmometer and when to record
food temperatures

1) end of'oooking 2) Beginning of service
and 3) | mid point of service. All
temperatures will be posted on the
Department logs and reviewed daily by
the DSM.

training was provided by
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F 371 ; Continued From
poge4 F371 Momtoring‘
The ED and DSM will complete an ED
I lnhr;!aw with the assistant distary manager, at dietary Icheckllst weekly  through
12:50 p.m., on June 27, 2011, adjacent to the September 15, 2011 and then monthly
| serving am' verified the t’mmm of the thereafter 1o include a review of the meal
‘ puraed and chopped chicken were below the temperature logs.
. required 140 degrees. The DSMJwilI complete a daily start up
] ' checklist fo include monitoring of daily
meal temperatures
All checklisVaudits will be reviewed for .
trends wﬁh results and action plans :
reported i |r‘| quarterly QA&A minutes. TSI
|
|
|
|
:
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